By 2030,
There will be 71 million American older adults accounting for roughly 20% of the U.S. population. The nation's health care spending is projected to increase by 25% due to these demographic shifts.
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Th e State of Aging and Health in America 2007
provides a snapshot of our nation's progress in promoting the health and well-being of older adults and reducing behaviors that contribute to premature death and disability. Th e report also highlights three key areas that can signifi cantly improve the quality of life for older adults: reducing falls, maintaining cognitive health, and improving end-of-life care.
Demographic changes create an urgent need
Improved medical care and prevention eff orts have contributed to dramatic increases in life expectancy in the United States over the past century. Th ey also have produced a major shift in the leading causes of death for all age groups, including older adults, from infectious diseases and acute illnesses to chronic diseases and degenerative illnesses. Currently, about 80% of older Americans are living with at least one chronic condition.
Th e growth in the number and proportion of older adults is unprecedented in the history of the United States. Two factors -longer life spans and aging baby boomers -will combine to double the population of Americans aged 65 and older during the next 25 years. By 2030, there will be 71 million American older adults accounting for roughly 20% of the U.S. population.
America's older adult population also is becoming more racially and ethnically diverse. At the same time, the health status of racial and ethnic minorities lags far behind that of non-minority populations. Th e burden of many chronic diseases and conditions -especially high blood pressure, diabetes and cancer -varies widely by race and ethnicity. Data from the 2004 National Health Interview Survey (NHIS) indicated that 39% of non-Hispanic white adults aged 65 years or older reported very good or excellent health, compared with 24% of non-Hispanic blacks and 29% of Hispanics. (5) There is a strong economic incentive for action Th e cost of providing health care for an older American is three to fi ve times greater than the cost for someone younger than 65. As a result, by 2030, the nation's health care spending is projected to increase by 25% due to these demographic shifts.
More than one-third of U.S. deaths are preventable
Th ree behaviors -smoking, poor diet, and physical inactivity -were the root causes of almost 35% of U.S. deaths in 2000. Th ese behaviors are risk factors that often underlie the development of the nation's leading chronic disease killers: heart disease, cancer, stroke, and diabetes.
Th e above statistics highlight the need to focus on improving the health of older adults by encouraging them to adopt healthier behaviors and obtain regular health screenings that can reduce the risk for many chronic diseases, help decrease health disparities, and lower health care costs. ) for each health indicator, and assigns each a grade according to its performance relative to the other states. Hawaii, for example, was most often ranked among the fi ve top performing states (eight times), while Kentucky was most often ranked in the bottom fi ve (nine times).
The Report Cards
Variation among states can be signifi cant. For example, Connecticut ranked fi rst in the oral health indicator, with only 12.4% of older adults having lost all of their teeth, while West Virginia ranked last in this category, with 42.9% of older adults experiencing complete tooth loss.
The vast majority of states are well ahead of schedule on four health indicators . . . 
… and Becoming More Racially and Ethnically Diverse
In 2003, 83% of older adults in the United States were non-Hispanic white; 8% were non-Hispanic black; 6% were Hispanic; and 3% were Asian. By 2030, the changing face of older adults in the United States will be evident: only 72% of this population will be non-Hispanic white; 11% will be Hispanic; 10% will be black; and 5% will be Asian ( Figure 1 ). (4) » CALL TO ACTION »
Addressing Health Disparities Among Older Adults
An underlying theme of this report is the growing problem of racial and ethnic health disparities among older adults. Two factors continue to increase the urgency of this problem -the dramatic aging of the U.S. population and the growing proportion of racial and ethnic minority groups.
The health status of racial and ethnic minorities of all ages lags far behind that of non-minority populations. For a variety of reasons, older adults may experience the effects of health disparities more dramatically than any other population group. For one, older adults are more likely to have chronic illness and require frequent contact with the health care system. Also, many live in poverty, making access to health care a challenge. The care of older adults who are chronically ill, poor, and members of an ethnic community is an increasingly urgent health priority.
A major effort to help address these health disparities is the Racial and Ethnic Approaches to Community Health (REACH 2010) Program, which supports community-based coalitions in the design, implementation, and evaluation of innovative strategies to reduce or eliminate health disparities among racial and ethnic minorities. These groups include: African Americans; Hispanic Americans; American Indians; Alaska Natives; Asian Americans; and Pacifi c Islanders.
One example of a successful REACH 2010 Program is the Latino Education Project (LEP), in the Corpus Christi, Texas area, which targets midlife and older Latinos -a population that suffers disproportionately from diabetes and its complications. The need for assistance in these small, rural, and isolated communities is great. Approximately 80% to 95% of the residents are Hispanic; and almost 50% are aged 60 or older. The depressed economy and chronic unemployment rates that characterize these communities perpetuate poverty from generation to generation.
This area has been classifi ed as medically underserved for decades, and the high cost of health care, lack of access to health insurance, and limited community resources contribute signifi cantly to health disparities.
LEP Program activities focus on enabling and mobilizing key community institutions and organizations to respond to the diabetes crisis among midlife and older Hispanics. Communitywide health forums bring together health care providers, advocates, elected offi cials, radio, television and newspaper representatives, and local leaders to identify the best strategies for the prevention, early diagnosis, and management of diabetes. Small study circles allow for personalized attention, focusing on individual behavioral change through the selection of healthier foods, promoting and facilitating physical activity, and mobilizing informal support networks. Lay health educators (Promotores de Salud) use their leadership skills to assist communities and individual participants to access resources on their own. The educators provide case management that leads to healthier behaviors, better health, and improved management of diabetes. As a result of these activities, LEP participants have increased their levels of physical activity and consumption of water, fruits, and vegetables, as well as improved communication with their health care providers.
REACH 2010 Programs are fostering community commitment and active participation of seniors, stakeholders, and state and local offi cials -two key strategies for improving health and access to health care among older adult communities of color.
For more information about these programs, visit http://www.cdc.gov/reach2010. The U.S. Population aged 65 years or older is growing more diverse 4 | An Introduction to the Health of Older Americans
Chronic Diseases Are the Leading Causes of Death
Improved medical care and prevention eff orts have contributed to dramatic increases in life expectancy in the United States during the past century. However, they also have produced a major shift in the leading causes of death for all age groups, including older adults, from infectious diseases and acute illnesses to chronic diseases and degenerative illnesses. (2) In 2002, the top three causes of death for U.S. adults aged 65 or older were heart disease (32% of all deaths), cancer (22%), and stroke (8%). Th ese accounted for 61% of all deaths in this age group (Figure 2 ). 
Behavioral Changes Could Improve Health
Th e tragedy of these leading killers -heart disease, cancer, and stroke -is that they are often preventable. Although the risk for disease and disability clearly increases with advancing age, poor health is not an inevitable consequence of aging. Th ree behaviors -smoking, poor diet, and physical inactivity -were the root causes of almost 35% of U.S. deaths in 2000. (6) Th ese behaviors often underlie the development of the nation's leading chronic disease killers: heart disease, cancer, stroke, and diabetes. Adopting healthier behaviors, such as engaging in regular physical activity, eating a healthy diet, leading a tobacco-free lifestyle, and getting regular health screenings (for example, mammograms and colonoscopies) can dramatically reduce a person's risk for most chronic diseases, including the leading causes of death. (7) Chronic Diseases Cause Pain and Disability and Increase Health Care Costs Death is only part of the picture of the burden of chronic diseases among older Americans. Th ese conditions can cause years of pain, disability, and loss of function and independence before resulting in death. Currently, at least 80% of older Americans are living with at least one chronic condition, and 50% have at least two. (2) In addition, the burden of many chronic diseases and conditions -especially high blood pressure, diabetes, and cancer -varies widely by race and ethnicity ( Figure 3 ). Th e nation's health care costs, which are already high, also will be aff ected by the increasing number of Americans aged 65 or older. Currently, more than two-thirds of health care costs are for treating chronic illnesses; among older Americans, almost 95% of health care expenditures is for chronic diseases. (9) Th e cost of providing health care for one person aged 65 or older is three to fi ve times greater than the cost for someone younger than 65.
(2) By 2030, health care spending will increase by 25% largely because the population will be older, without taking into account infl ation or the higher costs of new technologies. (10) Medicare spending has grown about ninefold in the past two decades, from $37 billion in 1980 to $336 billion in 2005. (11) Th e large baby boomer population faces chronic health issues that could increase the likelihood of functional decline as this group ages. In 2003, 41.8% of adults aged 55-64 were told they had high blood pressure, and 56.6% did not meet recommended guidelines for physical activity. In 2004, 12.5% of adults in this age group were told they had diabetes. (12) Th ese statistics highlight the need for the nation's public health community to focus more on opportunities to prevent or delay disease and disability for older adults and to stem rising health care costs.
Chronic Diseases Diminish Quality of Life for Older Adults
Among older adults, chronic diseases can lead to limitations in daily activities and thus often reduce health-related quality of life for seniors. Th e percentage of older U.S. adults who report very good or excellent health decreases with age, and the percentages are even lower for some minority populations. Data from the 2004 National Health Interview Survey (NHIS) indicated that 39% of non-Hispanic white adults aged 65 years or older reported very good or excellent health, compared with 24% of non-Hispanic blacks and 29% of Hispanics. 
New Opportunities for Public Health in Aging
As more and more Americans reach the age of 65, society is increasingly challenged to help them grow old with dignity and comfort. Two key challenges that are new to the public health arena -although they have long been the target of health care and aging services professionals -are preventing and treating cognitive decline and addressing end-of-life issues. Meeting these challenges is critical to ensuring that baby boomers can look forward to their later years.
Healthy Brain Initiative: A Public Health Roadmap to Maintaining Cognitive Health
Recent research is proving several myths about cognition to be incorrect -notably, the beliefs that aging is a time of irreversible mental decline and that dementia is universal and inevitable. (13) As such, researchers and health professionals have begun to focus on opportunities to maintain or possibly improve cognitive health. Cognitive health means more than just the absence of diseases of the brain. Cognitive health refers to "a combination of mental processes we commonly think of as 'knowing' and includes the ability to learn new things, intuition, judgment, language, and remembering. At all ages, having a clear and active mind is important, and is particularly important for older adults because it can mean the diff erence between dependence and independent living." (14) Opportunities to maintain cognitive health, and possibly prevent cognitive decline, are growing as scientists gain a 
Arthritis
One example of the far-reaching impact of chronic diseases is arthritis and other rheumatic conditions, which currently affect almost 43 million U.S. adults. Arthritis and related conditions are associated with chronic pain and functional limitations and represent the leading cause of disability in the United States. (8) The aging of the U.S. population, in conjunction with the obesity epidemic, will only increase the impact of arthritis. The number of adults with arthritis is projected to increase to 67 million by 2030, and although 54% of this group will be aged 65 or older, working-age adults (45-64 years) also will be seriously affected, accounting for almost one-third of cases. (8) better understanding of the factors that increase the risk of developing cognitive impairment. Based on recent scientifi c discussions, the following set of conditions and behaviors are related to cognitive decline: high blood pressure; elevated cholesterol; diabetes; overweight and obesity; smoking; and physical inactivity.
Although current science linking cognitive decline and dementia is not clear, the work on maintaining cognitive function may hold future possibilities for preventing dementias such as Alzheimer's disease.
Major societal benefi ts from basic and clinical research surrounding cognitive health will not be achieved unless these fi ndings can be translated into real-world practice. Promoting and protecting cognitive health require new collaborations and investments to advance science and its applications in this area. Th e public health community has responded to this need with the following initial activities:
• Developing a national roadmap of recommendations concerning public health opportunities to promote and protect cognitive health. CDC and the Alzheimer's Association share leadership for the development of the roadmap and, through this process, are fostering critical partnerships with other federal, state, and local organizations concerned with cognitive health.
• Supporting the Alzheimer's Association as it expands its focus to include the prevention of dementia and as it develops new community-based programs to inform special population groups about cognitive health.
• Assessing the public's perceptions about cognition and determining how best to inform the public about cognitive health and associated risk factors for cognitive decline through a national collaboration known as the Healthy Aging Research Network of the Prevention Research Centers.
Addressing End-of-Life Issues
Major advances in public health and medicine during the past century have shifted the leading cause of death from infectious disease to chronic disease, resulting in a longer lifespan. As a result, most of us alive today will die at an advanced age following a period of chronic illness. At the same time, with innovations in medical technology and treatment, quality of life and of dying have become increasingly important societal concerns.
While end-of-life issues have steadily gained recognition in the health care system as an important area to address, the public health community has only recently come to recognize this as an area requiring its involvement. (15) End-of-life issues share characteristics that are similar to other public health priorities, namely a substantial burden (e.g., universal incidence), a major impact on the individual and family members (e.g., eff ect on caregiver health), fi nancial costs for individuals as well as society, and the potential to prevent suff ering associated with the dying process.
Th ere are substantial opportunities for public health professionals to help in addressing end-of-life issues. Recent initiatives involving diverse stakeholders have identifi ed a series of priorities for the public health community regarding end-of-life issues. (16) Based on this eff ort, the critical next steps include:
• Identifying end-of-life surveillance measures
• Educating the public health community about end-of-life issues and public health's role in improving end-of-life experiences
• Providing public education regarding end-of-life options, such as hospice care, palliative care, and advance directives.
Communicating Wishes About End-Of-Life
Many people have considered whom they want to speak for them should they become unable to make health-related decisions for themselves. Unfortunately, this information is often unknown to family members and health care providers. Health care directives fi led with one's will and other legal papers rarely fi nd their way into medical care settings, and family members are frequently called upon to make decisions on behalf of a loved one without having an understanding of his or her preferences. To avoid this situation, conversations about end-of-life decisionmaking should take place with family members and health care providers, preferably prior to the onset of a serious illness.
Having these conversations is the best way to protect one's autonomy in many unpredictable situations. Such discussions also allow one to refl ect on his or her life and values and share this legacy with family and loved ones. Yet many fi nd it diffi cult to begin such discussions. • CDC collects data on adults' physically unhealthy days through the Behavioral Risk Factor Surveillance System (BRFSS). Respondents were asked how many of the previous 30 days they felt that their physical health (including physical illness and injury) was not good.
• Older adults suff er the highest rates of poor physical health and activity limitation, according to 2004 BRFSS data.
• Racial and ethnic disparities have been reported through BRFSS in rates of physically unhealthy days. In 2004, among adults aged 65 or older, the average number of physically unhealthy days per month was 4.2 for Asians and Pacifi c Islanders; 5.5 for non-Hispanic whites; 6.6 for Hispanics; and 6.8 for non-Hispanic blacks. Native Americans and Alaska Natives had the highest level of physically unhealthy days at 7.4 per month.
INDICATOR 2: Frequent mental distress
• Th e BRFSS also assesses general mental health status. Respondents were asked to report how many of the previous 30 days their mental health was not good because of stress, depression, or problems with emotions. People who reported 14 or more days of poor mental health were defi ned as having frequent mental distress (FMD). Th is defi nition uses a 14-day minimum period because many health care providers and researchers use a similar duration of mental distress as a marker for clinical depression and anxiety disorders.
• Th e prevalence of FMD varies among racial and ethnic groups. According to the 2004 BRFSS, among Americans aged 65 or older, the prevalence of FMD was lower among non-Hispanic whites (5.9%) and Asians and Pacifi c Islanders (6.1%) compared with Native Americans and Alaska Natives (8.4%), non-Hispanic blacks (9.8%), and Hispanics (11.2%).
INDICATOR 3:
Oral health: Complete tooth loss • Th e percentage of older adults who have lost all their natural teeth has declined substantially since the 1950s ( Figure 4 ). Th is decline is the result of major improvements in the fi eld of oral health, including community water fl uoridation; advanced dental technology; better oral hygiene; and more frequent use of dental services.
• Periodontal (gum) diseases are associated with diabetes and possibly with cardiovascular disease and stroke. Th ese and other oral health problems among older adults can lead to needless pain and suff ering; diffi culty speaking, chewing, and swallowing; and loss of self-esteem.
Health Status Indicators
» CALL TO ACTION »
Improving the Oral Health of Older Americans
Oral health is integral to general health and well-being throughout one's life. The oral health of older adults, however, is often neglected. Many older adults -especially those with low incomes or physical or cognitive limitations -are not able to maintain their oral health or visit a dentist. Medicare does not cover routine dental services; Medicaid coverage is limited and available in fewer than half the states.
Unmet oral health needs among older adults can be addressed only through the coordinated efforts of clinicians, public health professionals, the aging services network, and families. In the past, there has been little collaboration among these groups. CDC's State-Based Examples of Network Innovation, Opportunity, and Replication (SENIOR) grant program includes an oral health component that is designed to identify unmet dental needs among older adults and promote partnerships and community strategies to address these needs.
For more information on the problem of poor oral health among older Americans, visit http://www. oralhealthamerica.org/OralHealthParity.html.
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INDICATOR 4: Disability
Other promising approaches to improve the oral health of older adults include:
» State and local efforts to ensure that community drinking water has optimal fl uoride content.
» Health communication campaigns to increase public awareness of the importance of oral health and the benefi ts of fl uoride.
» Expanded partnerships among clinical and public health professionals and the aging services network to increase the likelihood that older adults with limited resources and functional abilities receive dental services.
» Development of innovative and effective strategies to prevent and treat dental disease. • In this report, disability is defi ned as an affi rmative response to either of the following two BRFSS questions: "Are you limited in any way in any activities because of physical, mental, or emotional problems?" or "Do you now have any health problem that requires you to use special equipment, such as a cane, a wheelchair, a special bed, or a special telephone?"
• According to 2001-2003 BRFSS data, older adults with disabilities are less likely to be physically active and more likely to be obese. However, they are more likely than those without disabilities to have received an infl uenza or pneumococcal vaccine ( Figure 5 ). • Being physically active contributes substantially to healthy aging. Regular physical activity can help prevent or control many of the health problems (e.g., high blood pressure; depression; obesity; and diabetes) that often reduce the quality and length of life for older adults.
• Strength training is of particular importance to older adults, as it can provide relief from arthritis pain; improve balance and reduce the risk of falling; strengthen bones; and reduce blood glucose levels. (4) • Adults in the United States, however, tend to become less active as they age ( Figure 6 ).
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Health Behavior Indicators
» CALL TO ACTION » Encouraging Physical Activity by Promoting Changes to the Physical Environment
Many older adults are inactive despite efforts to promote the benefi ts of regular physical activity. Because walking is the most commonly reported form of physical activity among older adults, enhancing community environments to support walking is a promising approach to increase physical activity among seniors.
Research shows that modifying a community's physical environment to ensure access to appropriate exercise venues and address barriers to walking may increase the physical activity of older adults. Specifi c measures include: repairing sidewalks and ensuring sidewalk availability (6) ; ensuring safety and protection from traffi c (for example, by using traffi c-calming devices) (7) ; and protecting older adults from crime. (8) In addition to such environmental enhancements, older adults also may benefi t from programs that encourage leisure-time activities. Helping older adults remain active in their own communities is an investment with documented cost savings (9) , and making communities safe is benefi cial to everyone. • Diets rich in fruits and vegetables may reduce the risk for some cancers and chronic diseases such as diabetes and cardiovascular disease. Fruits and vegetables provide essential vitamins and minerals, fi ber, and other substances that are important for good health.
• Compared with other age groups, a greater proportion of adults aged 65 or older eat fi ve or more fruits and vegetables daily.
• BRFSS data from 2003 show that the percentage of older Americans who eat fi ve or more fruits and vegetables varies by race and ethnicity. About 40% of Asian/Pacifi c Islander older adults meet the fi ve-a-day recommendation, compared with only 31% of non-Hispanic whites; 26% of Hispanics; 25% of non-Hispanic blacks; and 24% of Native Americans.
INDICATOR 7: Obesity
• Obesity is defi ned as having a body mass index (BMI) of 30 or greater. BMI is calculated by dividing a person's weight in kilograms by his or her height in meters squared (kg/m 2 ).
• Older adults can benefi t from maintaining a healthy body weight. Obesity is a risk factor for many chronic conditions, including 4 of the 10 leading causes of death in the United States -coronary heart disease, type 2 diabetes, stroke, and several forms of cancer. Obesity also can worsen conditions such as arthritis, and it is associated with activity limitations and feelings of sadness and hopelessness. (10) INDICATOR 8: Current smoking
• Although most older adults who were once regular smokers have quit, about 9% of adults aged 65 or older were still smoking cigarettes in 2004 (see Table 1 ).
• Postmenopausal women who smoke have lower bone density and an increased risk for hip fracture than women who never smoked. (11) • Even adults who have smoked throughout their lives can gain signifi cant health benefi ts from quitting. For example, the risk for heart attack declines and overall lung function improves within just two weeks to three months of quitting.
Preventive Care and Screening Indicators • Infl uenza and pneumonia kill thousands of older adults annually even though both diseases are largely preventable through vaccination. An average of 36,000 people, the majority of whom are aged 65 years or older, die annually from infl uenza and its complications, and about half of the 5,000 annual deaths from invasive pneumococcal disease occur in this age group. (13) • Major racial and ethnic disparities have been reported for these two indicators (Figure 7 ). Hispanics and non-Hispanic blacks have the lowest rates of infl uenza and pneumonia vaccinations.
INDICATOR 11:
Mammogram within past two years
• Th e risk of getting breast cancer increases as a woman gets older. Nearly 8 of 10 cases of breast cancer are found in women over age 50.
• Early detection of breast cancer saves lives, and mammography is the best available method to detect breast cancer in its earliest, most treatable stage, several years before a lump can be felt. Timely mammography screening among women aged 40 or older could reduce breast cancer mortality by approximately 16% compared with women who are not screened.
(17)
• Mammograms for women aged 65 or older are covered by Medicare, but many women are still not taking advantage of this opportunity.
» CALL TO ACTION » Increasing Adult Immunization in Racial/Ethnic Minority Populations
National Healthy People 2010 objectives call for 90% of noninstitutionalized persons aged 65 years or older to be vaccinated against infl uenza and pneumonia (see Appendix). Although all population groups currently fall short of this target, AfricanAmericans and Hispanics have signifi cantly lower infl uenza and pneumococcal immunization rates compared with the rest of the population.
No single factor has been identifi ed that can account for the signifi cant racial/ethnic disparities in vaccination of older persons. Recent research provides evidence for multiple factors that may contribute to this problem, including lower education levels, lower likelihood of vaccination in non-medical settings among African Americans, less awareness about current vaccine recommendations, and possibly more missed opportunities for vaccination by providers. (14) Although the differences caused by any of these individual factors may be slight, in combination these could lead to the larger disparities observed in vaccination rates among racial/ethnic groups. Focus group research suggests that the desire to protect family members, particularly grandchildren, may be an important motivator for these groups. (15) The READII (Racial and Ethnic Adult Disparities in Immunization Initiative) project has been a signifi cant effort to address these disparities through multi-year demonstration projects. Conducted in fi ve areas (Monroe County, NY; Milwaukee, WI; San Antonio, TX; Chicago, IL; and 18 counties in the Mississippi Delta Region and Hinds County, MS) from August 2002 through December 2004, these projects aimed to improve infl uenza and pneumococcal vaccination levels among elderly non-Hispanic blacks and/or Hispanics. Each site identifi ed community partners and, together, identifi ed a plan for increasing vaccination rates in their target population(s) based on evidence-based interventions recommended in the Guide to Community Preventive Services. Examples of specifi c activities conducted included working with pharmacists to offer vaccinations, collaborating with the faith-based community, conducting assessment and feedback activities in physician offi ces, and implementing a tracking/ recall/outreach system in clinics serving the target population.
Systematic offering of vaccine to all patients, as was conducted in Monroe County, NY, was shown to reduce disparities in participating practices. Another key outcome was the development of new partnerships that facilitated reaching the target populations, and have continued after the end of the demonstration period. • Th e Healthy People 2010 target for colorectal cancer screening is to increase the proportion of people aged 50 or older who have ever received a sigmoidoscopy to 50%. However, the data included in this report are graded against the current screening recommendations from the U.S. Preventive Services Task Force, which are more comprehensive. Th e Task Force recommends the following screening tests and intervals for adults aged 50 or older who are at average risk for colorectal cancer: 
More information on this program may
» CALL TO ACTION »
Increasing Screening for Colorectal Cancer
Colorectal cancer (CRC), one of the most commonly diagnosed cancers in the United States, is largely preventable. Although it is the second leading cancer killer, as many as 60% of deaths from CRC could be prevented if everyone aged 50 or older were screened regularly. Screening tests can detect precancerous polyps so they can be removed before they become malignant. Screening also can be effective in fi nding early-stage CRC.
Despite recent increases in screening rates, much work is needed to achieve the Healthy People 2010 target for reducing CRC mortality. To further increase screening rates, barriers to screening must be addressed. These barriers include high costs, lack of insurance coverage, failure of many clinicians to recommend screening, and lack of awareness among populations at higher risk. Continuing efforts are needed to raise awareness, increase physician recommendations, and ensure that screening and follow-up care are available for underinsured and uninsured patients.
CDC is working to raise awareness about the importance of CRC screening through its Screen for Life: National Colorectal Cancer Action Campaign. This campaign is a collaborative effort of CDC and the Entertainment Industry Foundation; National Colorectal Cancer Research Alliance; 49 state health departments; two tribal organizations; and the District of Columbia, all of which are using or adapting campaign materials for their community education efforts. The campaign develops and disseminates multimedia public service announcements and educational materials for patients and health care providers in both English and Spanish. Target audiences include the general population aged 50 or older and health professionals. 
Preventive Care and Screening Indicators
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• Th e "up-to-date" indicator presents a composite picture of the preventive care and screening behaviors of older adults. Indicators 9-12 measure the use of selected clinical preventive services that are covered by Medicare and recommended for adults aged 65 or older. Although each indicator is essential independently, older adults need to obtain all of these services to protect their health.
• Th is comprehensive approach aims to provide a more meaningful and practical measure of the delivery of clinical preventive services. Th is approach also could enhance the ability of health departments and community groups to assess disparities in the delivery of preventive services; to better gauge progress toward measurable objectives; and to identify best practices for achieving prevention goals. • High serum cholesterol is a major risk factor for coronary heart disease, a leading cause of illness and death among older adults. Periodic cholesterol screening is an essential component of preventive health care. Fasting cholesterol levels should be measured every fi ve years for all adults.
(23)
• Among the major U.S. racial and ethnic groups, Hispanics were the least likely and non-Hispanic blacks the most likely to have had their cholesterol measured within the past fi ve years in 2003.
(24)
• Cholesterol screening within the past fi ve years rose with education levels among older adults in 2003 (Figure 8 ).
Injury Indicator
INDICATOR 15: Hip fracture hospitalizations
• Hip fracture, the most serious type of all fall-related fractures, is a major contributor to death, disability, and diminished quality of life among older adults.
(25,26)
• In 2004, women had nearly double the rate of hospitalizations for hip fractures than men (1,113 per 100,000 persons compared with 558).
• Hip fracture hospitalizations have varied from year to year, but are always consistently above the Healthy People 2010 targets of 474 per 100,000 persons for men and 416 per 100,000 persons for women.
Selected Additional Resources
Th e following resources provide more information on the indicators described in this chapter. • Hawaii was most often ranked in the top fi ve (eight times). Kentucky was most often ranked in the bottom fi ve (nine times).
• All states already meet the Healthy People 2010 target for cholesterol screening.
• The vast majority of states are well ahead of schedule for meeting Healthy People 2010 targets for mammograms, colorectal cancer screenings, and people currently smoking.
• No states met the 2010 targets for physical activity, fl u or pneumonia vaccines and eating fruit and vegetables daily.
Only Table 2 
Using Data for Action at the State and Local Levels
Many states and communities have developed innovative ways to ensure that important data on the health of older adults is readily available to those who need it for planning programs, setting priorities, and tracking trends. Two of these impressive eff orts are taking place at the county level in Orange County, California and at the state level in Missouri.
Condition of Older Adults in Orange County, California
The growth of Orange County, California's older adult population has outpaced that of the state and the nation, increasing by 27% versus 14.7% for the state (California Long Term Care County Data Book 2002). More than 838,000 baby boomers live in Orange County according to the 2000 U.S. Census. While the current population of adults aged 60 and older is 75% white (non-Hispanic), the overall population is only 51% white (non-Hispanic), suggesting that the aging population will be increasingly diverse. Policy makers, service providers, and local community leaders need accurate and detailed information that will help them develop strategies to provide appropriate services for this increasingly diverse population.
In 2002, Orange County launched the Condition of Older Adults report series to provide a comprehensive picture of the general health and well-being of Orange County's older adult population. The document compiles data from a variety of sources, including the nonprofi t Orange County Health Needs Assessment (OCHNA http://www.ochna.org), in a user-friendly format for policy makers, professionals, and concerned citizens. The series of reports include information on key indicators and trends in several broad topic areas, such as economics, housing, transportation, civic and social engagement, health status, health risks and behaviors, mental health, and health care. The Condition of Older Adults: 2003 Report, the most recent in the series, took an expanded look at family caregiving, which is an issue of growing importance to older adults, their families, and service providers.
A copy of this report is available at http://www. officeonaging.ocgov.com/demographics.asp.
Orange County offi cials understand that balancing needs and resources will be an ever-growing issue as the baby boomer generation ages and adds to the demand for a range of social supports and health services. Finding ways to develop and fi nance additional service capacity that meets the needs of older adults, allows choice, and ensures quality care will be a challenge for local governments -one that will demand strategic planning, collaboration, and partnership with the broad spectrum of service providers.
Ahead of the Baby Boom: Missouri Prepares
By 2020, the older adult population in Missouri is expected to exceed 1.2 million or nearly one in fi ve Missouri residents. To prepare for this shift in demographics, state offi cials have developed the Missouri Senior Report: Ahead of the Baby Boom: Missouri Prepares. This 2006 report provides county-level data and other useful information to help state and local policy makers, service providers, and older adults plan for future needs. Prior to this report, national and statelevel data on older adults could only be obtained from multiple sources, and the data were rarely provided in a format that was user-friendly for consumers.
To develop this report, state offi cials collected input from Missouri's 10 Area Agencies on Aging and from a series of 47 town hall meetings attended by more than 500 residents from around the state. Useful indicators and measures of the status of older adults for the report were identifi ed through these discussions and meetings. The report is available online at http://missouriseniorreport.org/download.shtml.
The report is a collaborative effort of the Missouri Department of Health and Senior Services (DHSS), the Offi ce of Social and Economic Data Analysis (OSEDA) at the University of MissouriColumbia, and other agencies and organizations with an interest in promoting the health and quality of life of older adults. It provides demographic data; rates the state and each county on several key measures; and ranks the counties on the basis of a composite score for all measures. It also includes articles written by academic partners on the topics of mental health, health and socioeconomic disparities, and transportation. DHSS and University of Missouri Extension staff members are available to consult with communities on how to use the data for strategic planning.
The report serves not only as a source of data for planning and policy decisions, but also as a tool for health education and promotion. It provides information about the demographic shifts in the state's population and the need for changes in areas such as housing, transportation, and employment. It will be updated annually and address emerging topics of concern.
To supplement the report, Missouri also has an interactive health data system, Missouri Information for Community Assessment (MICA). This system allows users to summarize data from a variety of sources; create and download tables; prepare geographic presentations; and choose priorities for health policy and planning initiatives based on county and state data. An evidence-based intervention component for selected topics that will enable users to choose interventions to address selected health issues is in development.
The MICA system is available at http://www.dhss.mo.gov/ MICA.
Spotlight: Reducing Falls Among Older Adults
Falls and fall-related injuries cause signifi cant mortality, disability, and loss of independence. These injuries impose an enormous burden on individuals, society, and the nation's health care system. Among older adults, falls are the leading cause of injury deaths and the most common cause of injuries and hospital admissions for trauma. As the U.S. population ages, the impact of these injuries will increase unless we take steps now to implement effective prevention strategies.
Fall-Related Morbidity and Mortality
In 2004, falls were the leading cause of injury deaths among older adults and were responsible for about 14,900, or almost 43%, of all unintentional injury deaths in this age group. Fall-related death rates rose sharply with increasing age and the greatest increase occurred after age 79. Th is pattern was similar for men and women, although men were more likely to die from falls than women. Data from CDC's Web-based Injury Statistics and Query Reporting System (WISQARS) show that in 2004, after adjusting for age, the overall fatality rate was 51% higher for men than for women.
(1) Th e underlying causes for this disparity are unclear. Men may sustain more severe injuries than women because they may fall from greater heights, such as from a ladder; or they may have poorer health from underlying chronic conditions than women of comparable age and thus be less able to survive a fall-related injury.
(2) A recent study found that non-Hispanics consistently had higher fatal fall rates than did Hispanics. (3) Deaths from falls differ by race and state
In 2004, after adjusting for age, whites had the highest fall death rate (41.4 per 100,000 people aged 65 and older); followed by American Indians and Alaska Natives (25.7 per 100,000 people aged 65 and older); and Asians and Pacifi c Islanders (25.1 per 100,000 people aged 65 and older). Blacks had the lowest fall death rate (18.2 per 100,000 aged 65 and older) (Figure 9 ). In addition, the number of fall deaths varied widely among states. In 2004, Alaska reported only seven deaths, while Florida reported 1,236 -the highest number for any state that year. Death rates, which more accurately refl ect state diff erences, also varied widely (Table 4 ). Injury from falls most common for older adults Falls also are the most common cause of nonfatal injuries and of hospital admissions for trauma among older adults. Ten to 20% of falls cause serious injuries such as fractures or head traumas. In 2004, over 1.8 million seniors were treated in U.S. hospital emergency departments for fall injuries, and one out of four was subsequently hospitalized. Injury rates increased sharply with age and were four to fi ve times higher among people aged 85 and older than those ages 65 to 74. Unlike fatality rates, nonfatal fall injury rates for people ages 65 and older were consistently higher for women. After adjusting for age, both the injury rate and the hospitalization rate for women were almost twice that for men.
(1)
Falls impact mind and body
Falls can have signifi cant psychological and social consequences. Many older people, whether or not they have fallen, develop a fear of falling. Th is fear can cause them to limit their activities, which in turn leads to reduced mobility and physical fi tness and subsequently to an increased risk of falls. Fear of falling is strongly associated with future falls even among people who have not fallen recently. Th is fear can lead to deteriorating health, a decline in physical and social functioning, and increased likelihood of admission to a nursing home. 
Trends
As older adults become a larger proportion of the U.S. population, the number of fall injuries can be expected to increase. From 1993 to 2003, the number of people aged 65 and older increased 13%, from 32.8 million to 36.9 million, while the number of fatal falls more than doubled, from 7,130 to 14,899. After adjusting for age, fall death rates for both men and women increased about 55% during this time period and rates were consistently higher for men. (4) Th e rise in fatal fall rates in part refl ects the 37% increase in the number of people aged 85 and older, who are the fastest growing segment of the older population and the one that is most susceptible to falling. (2) 
Fractures
Fractures are among the most prevalent fall injuries. Each year, between 360,000 and 480,000 older adults sustain fall-related fractures. Osteoporosis, a metabolic disease that causes bones to become brittle, greatly increases the chances that a person who falls will suff er a fracture, especially a fracture of the vertebrae, forearm, wrist, or hip. One study found that women with osteoporosis were three times more likely to sustain hip fractures then those without this disease. A 1992 study found that almost 60% of women ages 70 to 79 and 84% of women over age 80 had osteoporosis. (5) Th e most serious and disabling fracture is hip fracture. Th e majority of hip fractures, up to 95%, are caused by falls, and more than 76% of hip fractures occur among women. Th e outcomes of these injuries are extremely serious. Mortality following hip fracture is high -up to 20% of patients die within a year following their injury. Th ose who survive often experience signifi cant disability and diminished quality of life. After being hospitalized for about one week, many hip fracture patients are discharged to nursing homes. As many as a quarter of formerly independent older adults remain in nursing homes for at least a year. (2) However, since 1998, hip fracture hospitalization rates among women have declined 17%. (4) In recent years, osteoporosis screening for women and eff ective treatments to rebuild bone have become widespread, and this public health measure might be refl ected in the lower fracture rates. Men tend to have greater bone mass and consequently less risk for hip fractures. However, men do sustain hip fractures, especially after age 80, and the hip fracture rates among men have not decreased. To counter this trend, screening and osteoporosis treatment might be broadened to include elderly men.
Costs of Fall Injuries
In 2000, there were almost 10,300 fatal fall injuries and 2.6 million medically treated nonfatal fall-related injuries. Direct medical costs totaled $0.2 billion dollars for fatal and $19 billion for nonfatal injuries. Of the nonfatal injury costs, 63% ($12 billion) were for hospitalizations; 21% ($4 billion) were for emergency department visits; and 16% ($3 billion) were for treatment in outpatient settings. Medical expenditures for women, who comprised 58% of the older adult population, were two to three times higher than for men for all medical treatment settings. Fractures accounted for just 35% of nonfatal injuries but 61% of costs. (6) Hip fractures are the most costly fall-related fractures. In 1991, Medicare costs for this injury were estimated to be $2.9 billion. Th e total annual cost of these injuries is projected to reach $240 billion by the year 2040. Th ese costs do not account for the long-term consequences of falls, such as disability, functional limitations, decreased productivity, and diminished quality of life. (2) 
Fall Risk Factors
Fall risk factors are personal or environmental characteristics that increase a person's chances of falling or of being injured in a fall. Th e likelihood of falling increases with the number of risk factors present. (2) Personal risk factors include age, functional abilities and some chronic conditions, and can be classifi ed as either modifi able or non-modifi able. Non-modifi able risk factors include older age, a past history of falls, and being female. Factors that are potentially modifi able include lower-body weakness, problems with gait and balance, taking four or more medications or any psychoactive medications, and vision impairment. Th e presence of certain chronic diseases such as Parkinson's disease, a history of stroke, and arthritis also increase the risk of falls. Although these diseases are not modifi able, identifying and treating symptoms (e.g., reducing arthritis pain and increasing mobility) may reduce the risk of falling. (2) Environmental risk factors may be present in and around the home and in the community. Fall hazards include tripping hazards such as throw rugs and clutter in walkways, lack of stair railings or grab bars, slippery surfaces, unstable furniture and poor lighting. Outdoor hazards include uneven pavement or surfaces, pavement cracks, tree roots, slippery walking surfaces, obstacles in walkways, snow or ice on walkways or steps, and poor lighting. Hazards related to the built environment include poorly maintained buildings and uneven steps; lack of safety features such as handrails, curb cuts, and ramps; and inadequate lighting. (2) Other State Efforts Three other very strong state coalitions exist and are leading the way in promoting a variety of fall prevention strategies and initiatives:
These initiatives were created at the state level and were driven by the compelling state-level data about falls and fall-related injuries. Leadership within each of the coalitions has noted the need to have one organizing contact and a small leadership group, but to reach broadly into the community for inclusive coalition membership. Reducing falls and fall-related injuries is often seen as a long-term goal and these states recommend working with shorter term, realistic objectives that can demonstrate progress.
These states also stress the importance of always promoting the issue of fall prevention in the name of the coalition to create an interest in joining, and then connecting members through a leadership listserv. This broad communications strategy keeps community members up-to-date on coalition and research activities. Such strategies facilitate the participation and active involvement of local communities. New Hampshire hosts an annual conference for their broad membership that includes local teams who have worked on specifi c community or facility projects. Networking and sharing resources among the teams is encouraged. In recent years, research has determined that a number of strategies can reduce falls among older adults: improving leg strength and balance through exercise, managing medications, improving vision, and, when combined with other strategies, modifying the home environment. Th e most eff ective preventive measures are multi-component interventions that combine these approaches. (2) The Role of Exercise Exercise and physical therapy can address many risk factors that predispose older adults to falling, including lower extremity weakness, generalized deconditioning and poor endurance, musculoskeletal stiff ness, slow reaction time to balance disturbances, and slow walking speed. Recent research has shown that overall, exercise interventions can reduce the risk of falling by 12% and the number of falls by 19%. (2) Diff erent types of exercise have been found to be eff ective. Th ese include: Tai Chi, balance and gait training, and strength building. A program of muscle strengthening and balance retraining delivered at home by a trained health professional also has been eff ective. Th ese exercise interventions have employed a variety of approaches including group classes and individualized in-home programs. (2, 7) The Role of Medication Management Psychoactive medications, especially benzodiazepines, antidepressants, and sedatives/hypnotics, increase the risk of falling. Many older adults use these types of medications, which can cause changes in mental and physical functioning, dizziness or lightheadedness, balance diffi culties, confusion, and sedation. Older adults who show such symptoms should be referred to health professionals for a comprehensive assessment. Physicians should regularly review each patient's medications for potential interactions and side eff ects that may increase fall risk and where possible, reduce or eliminate medications, or select alternatives. Reducing the number and types of medications, particularly tranquilizers, sleeping pills and anti-anxiety drugs, can be an eff ective fall prevention strategy when used alone or as part of a multi-component intervention. (2, 8) The Role of Environmental Changes Home safety: More than half of all injuries among older people occur in and around the home, and the home environment itself is implicated in more than one-third of these falls. (2) Eliminating hazardous conditions (e.g., clutter, poor lighting) and adding supportive features (e.g. grab bars, handrails) on stairs and in bathrooms are important fall prevention strategies. (9) Home assessment and modifi cation may be eff ective in reducing falls when conducted by trained professionals such as occupational therapists and when focused on those older adults who are at high risk of falling. (2) A number of multi-component interventions that include home modifi cations have proven eff ective among individuals with a history of previous falls. (2) Community safety: Outdoor community hazards include uneven pavement or surfaces, pavement cracks, tree roots, slippery walking surfaces, obstacles in walkways and snow or ice on walkways or steps. Hazards related to the built environment include uneven steps and unsafe stair design; lack of safety features such as handrails, grab bars, curb cuts, and ramps; and inadequate lighting. Eliminating existing hazards and designing new communities with fall prevention in mind are strategies that should be pursued. (9) 
Multi-Component Strategies
Because falls are frequently caused by the interaction of personal and environmental factors, eff ective interventions include various components to address multiple risk factors. Reviews of recent research suggest that the most eff ective intervention strategy uses clinical assessment combined with tailored fall risk-reduction strategies and patient follow-up. Other eff ective multi-component interventions may incorporate risk factor screening; tailored exercise or physical therapy to improve gait, balance, and strength; medication management; and other elements such as education about fall risk factors; referrals to health care providers for treatment of chronic conditions that may contribute to fall risk; and vision assessment and correction. (2) Preventing Falls
The National Action Plan
The Falls Free National Action Plan to prevent falls and fallrelated injuries in older adults grew out of a meeting of leading fall prevention experts that was organized by the National Council on Aging's Center for Healthy Aging, with support from the Archstone Foundation and the Home Safety Council. This strategic plan represents a state-of-the-art approach based on the diverse knowledge and experience of more than 58 national organizations, professional associations, and federal agencies that address fall prevention. The National Action Plan, released in March 2005, was developed as both a call to action and a guide for implementing an effective coordinated approach to reducing fall-related injuries and fatal falls among older adults. The 36 strategies and action steps described by the plan could be initiated within an 18-month timeframe, while actual implementation would require an extended time period and a signifi cant commitment of resources.
The contribution and collaboration of multiple and diverse groups -such as consumers, health care providers, policy makers, aging services professionals, representatives of building and construction industries, and community health professionals -will be needed to successfully carry out this plan. When implemented, these strategies will build greater community awareness and support and serve as a foundation for longer-term interventions. More importantly, these strategies will ensure that older adults have fewer falls and fall-related injuries, thereby maximizing their independence and quality of life.
The plan can be found on the Web at http://www.healthyagingprograms.org/resources/ National%20Action%20Plan_Final.pdf.
National Action Plan Strategies
In developing the National Action Plan, participants felt it was essential to address the needs of both older adults and providers across four recognized risk factor areas: physical mobility, medication management, home safety, and community safety. It also was essential to balance the needs of both older adults and providers to ensure equality of supply and demand. For example, creating an awareness campaign may increase the demand for fall prevention services, but not the supply of knowledgeable providers. The cross-cutting goals were an attempt to link providers and the community.
Strategies from the action plan include the following:
Physical mobility:
» Increase awareness among older adults, their caregivers, and health care professionals of factors that can contribute to decline in physical mobility.
» Increase the availability of appropriate physical mobility programs and services for older adults.
Medications management:
» Increase the number of older adults who have annual medication reviews conducted by health care providers or pharmacists and ensure this review includes an adequate focus on falls and fall-related injury prevention, with the goal of reducing or eliminating medications that increase fall risk.
Home safety:
» Raise awareness and disseminate information about home safety practices and options for caregivers and older adults to reduce falls.
Environmental safety in the community:
» Increase awareness among local, state, and federal policy makers and regulatory offi cials of the scope and impact of falls and fall-related injuries and death among older adults.
» Focus on sidewalk safety with a clear priority of public environmental safety for older adults.
Cross-cutting issues:
» Improve fall risk management of those at increased risk for falls by promoting coordinated assessment and interventions targeting known fall risk factors.
The Falls Free™ Coalition was established as a result of this meeting and has since grown with the addition of other key organizations and statewide coalitions. Coalition goals include:
• Promoting collaboration among members;
• Bringing awareness to this issue;
• Publicizing the effectiveness of risk factor identifi cation and intervention; and
• Promoting and facilitating the implementation of the 36 strategies contained within the National Action Plan.
For more information on the coalition, visit http://www.healthyagingprograms.org.
» CALL TO ACTION »
Major Data Sources and Technical Information
Behavioral Risk Factor Surveillance System
For the past two decades, CDC's Behavioral Risk Factor Surveillance System (BRFSS) has helped states survey U.S. adults regarding a wide range of personal behaviors that aff ect their health. Th e BRFSS focuses primarily on physical activity; nutrition; tobacco use; and use of proven preventive services (such as cancer screenings). All of these factors can have a tremendous impact on the rates of the nation's leading health-related causes of death. BRFSS survey questions assess how many people engage in these and other health and risk behaviors, whether these behaviors are increasing over time, and which populations might be most at risk. Th e crucial information gathered through this state-based telephone survey system is used by national, state and local public health agencies to monitor the need for and the eff ectiveness of various public health interventions.
Although the BRFSS is one of our most useful tools for assessing the health of the older adult population, it has at least three limitations. First, it excludes people who do not have telephones or who live in institutions such as nursing homes. Second, it may underrepresent people who are severely impaired because they lack the functional capacity required to participate in the survey. Th ird, all responses to the BRFSS are self-reported and therefore have not been confi rmed by a health care provider. 
WISQARS™ (Web-based Injury Statistics Query and Reporting System)
WISQARS™ is CDC's National Center for Injury Prevention and Control's interactive, online database that provides customized injury-related mortality data and nonfatal injury data. Th is data is useful for research and for making informed public health decisions.
Mortality reports are based on data from U.S. death certifi cates, and nonfatal reports are based on data from a representative sample of nonfatal injuries treated in U.S. hospital emergency departments. All reports can provide a statistical table about a particular injury's cause and other user-specifi ed details, such as age range and sex.
For more information and an on-line tutorial, visit http:// www.cdc.gov/ncipc/wisqars/default.htm.
